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ABSTRACT 
The UK population is growing, ageing and becoming 
increasingly inactive and unft. Personalised and targeted 
exercise interventions are benefcial for ageing and 
the management of chronic and complex conditions.
Increasing the uptake of effective exercise and physical 
activity (PA) interventions is vital to support a healthier 
society and decrease healthcare costs. Current strategies 
for exercise and PA at a population level mostly involve 
self-directed exercise pathways, delivered largely via the 
ftness industry. Even for those who opt-in and manage 
to achieve the current recommendations regarding 
minimum PA, this generic ‘one-size-fts-all’ approach 
often fails to demonstrate meaningful physiological 
and health benefts. Personalised exercise prescription 
and appropriate exercise testing, monitoring and 
progression of interventions for individuals with chronic 
disease should be provided by appropriately trained 
and recognised exercise healthcare professionals,
educated in the cognate disciplines of exercise 
science (eg, physiology, biomechanics, motor control,
psychology). This workforce has operated for >20 years 
in the Australian public and private healthcare systems.
Accredited exercise physiologists (AEPs) are recognised 
allied health professionals, with demonstrable health 
and economic benefts. AEPs have knowledge of the 
risks and benefts of distinct forms of exercise, skills 
in the personalised prescription and optimal delivery 
of exercise, and competencies to support sustained PA 
behavioural change, based on the established scientifc 
evidence. In this charter, we propose a road map for the 
training, accreditation and promotion of a clinical exercise 
physiology profession in the UK. 
THE PROBLEM 
In the 21st century, urbanisation, automa-
tion and widespread use of the automobile 
have rapidly accelerated an underlying trend 
in sedentary behaviour.1 In the developed 
world, the impact of technological change 
on physical activity (PA) levels has occurred 
in line with increased numbers of individ-
uals living longer. This raises the potential 
of individuals experiencing more years of 
Key points 
► We wish to consult and collaborate with health 
professions, ftness industry organisations and ed-
ucational institutions to support the creation of a 
registered clinical exercise physiology professional,
who can contribute to healthcare services. 
► We wish to contribute to enhancing health outcomes 
and quality patient care pathways that lead to long-
term exercise adherence. 
► We wish to work with existing multidisciplinary 
teams of clinicians and allied health professionals 
across primary, secondary, tertiary and community-
based services (public, private, charitable). 
► We hope that this charter and roadmap will inspire 
healthcare leaders in other countries around the 
world to advocate for the inclusion of highly qualifed 
exercise health professionals in healthcare systems. 
physical and intellectual frailty and compro-
mised life quality, with associated increases 
in healthcare costs.2 3 There has never been 
a more sedentary population of humans than 
the developed world in the 21st century, and 
recent evidence suggests that the positive 
historical trend in life expectancy may soon 
be compromised.4 5 
Physical inactivity is a key factor in the 
development of non-communicable diseases6 
and chronic non-communicable disease is 
correlated with, and exacerbated by, phys-
ical inactivity. In addition, low fitness levels 
are associated with increased morbidity and 
mortality.6 7 There is overwhelming evidence 
that regular exercise is vital for the successful 
management of chronic diseases.8–10 Indeed, 
for many conditions, exercise therapy may be 
as effective as pharmacological therapy.10–12 
This is increasingly recognised in the UK. 
For example, the 2019 National Health 
Service (NHS) ‘Long Term Plan’ advocated 
exercise programmes for patients with cardio-
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premature deaths,13 and Public Health England acknowl-
edged that embedding PA into clinical care pathways in 
acute settings is required.14 
The UK has various public health strategies, largely
supported by Public Health England and Sport
England, to promote exercise and PA at a population
level, including opportunities targeted at healthy indi-
viduals as well as some which focus on those known to
be inactive or with known health inequalities (eg, for
females ‘This Girl Can’ https://www.thisgirlcan.co.uk).
These are self-directed pathways for those who choose
to exercise, and they are delivered largely via the fitness
industry, including public and private sector gyms and
leisure centres. This approach has the benefits of low
cost and broad accessibility to those who are generally
young and/or apparently healthy. The approach for
older individuals and/or those with chronic diseases
(eg, Moving Healthcare Professionals https://www.
sportengland.org/campaigns-and-our-work/moving-
healthcare-professionals) involves health professionals
(eg, primary and secondary care clinicians) advising
individuals to begin or to do more PA/exercise.15 In 
primary care, general practitioners can also refer indi-
viduals with risk factors to an exercise referral scheme
(ERS). ERS schemes were implemented UK-wide in
the 1990s without evidence of robust effectiveness.16 
Although there are some promising ERS examples
(eg, in Wales,17 effectiveness18 and cost-effectiveness
remains uncertain19); and patient uptake and adher-
ence to exercise regimens is often poor.20 21 The ERS
consists of prescription and delivery of an exercise
programme (usually 12 weeks), largely focused on gym-
based exercise prescription, by a fitness professional
with vocational qualifications. Such vocational qual-
ifications lack in-depth exercise science disciplinary
knowledge, the clinical reasoning skills to prescribe
personalised plans that include behaviour change22 
and exercise testing and interpretation knowledge.23 
There is accumulating evidence, outlined from meta-
analyses, suggesting greater compliance to exercise
regimens occur with supervision of exercise from a
highly qualified exercise healthcare professional.24 25 
Moreover, the clinical care pathways connecting ERS
with secondary care exercise provision for cardiovas-
cular, pulmonary and cancer rehabilitation are typically
underdeveloped.26 
Current programmes in the UK for the delivery of
exercise for health benefit for individuals with estab-
lished chronic disease occur in the ‘acute’ phase (eg,
following an event or at diagnosis) and are typically
aligned with highly specific populations (eg, exercise
for cardiac rehabilitation or exercise for cancer pre/ 
rehabilitation). For example, the British Association
for Cardiovascular Prevention and Rehabilitation
(BACPR) has been instrumental in standardising the
delivery and supervision of exercise for cardiac services.
The BACPR qualification is, however, only relevant to
cardiac diseases and related comorbidities and does not
fully transfer to other conditions such as cancer, respira-
tory, mental health, metabolic, kidney, musculoskeletal
and neurological conditions; all of which have their
own idiosyncratic issues in terms of exercise testing,
prescription and supervision.27–29 There are a number
of similar levels of qualification for other conditions
also based on the National Occupational Standards at
level 4 (eg, CanRehab, Later Life Training); but there
is no collective qualification that encompasses multiple
conditions. To highlight the example of cancer in the
UK, a highly qualified exercise healthcare professional
is urgently required, given emerging evidence that
personalised exercise prescription on diagnosis can
improve fitness prior to treatment and help alleviate
the negative side effects of treatment including chemo-
therapy.30–35 This ‘prehabilitation’ service, which
includes nutrition, psychological/behavioural change
and exercise support, is being rolled out in the NHS
across the UK, but there is currently no appropriately
trained workforce to deliver the exercise component
of this service.36 
In summary, there is little standardisation of how
exercise services are delivered across the UK, and by
whom.26 Based on the evidence above, any services
managing age-related and chronic diseases need a
highly qualified exercise healthcare professional to be
an integral part of the care pathway and team. Exer-
cise testing, assessment, interpretation, prescription,
delivery and outcomes evaluation for individuals with
chronic and complex conditions requires a specialist
knowledge base and expertise.23 Informed decision
making and clinical reasoning for the optimisation
of interventions and outcomes is best achieved by
an exercise professional with advanced training in
the prevention and management of chronic diseases
including; cardiovascular, cancer, respiratory, meta-
bolic, kidney, musculoskeletal, neurological and
mental health. The problem in the UK is that there is
currently no register, no accreditation system or regu-
lator of clinical exercise physiologists within the health
and social care system to ensure safe, effective and
personalised exercise interventions for primary and
secondary prevention, across the spectrum of chronic
diseases. 
DO SOLUTIONS EXIST? 
A solution is to establish a ‘Clinical Exercise Physiologist’ 
in the UK able to work within care teams, across multiple 
chronic disease populations, where exercise interventions 
have an evidence base to show reduction in risk, improve 
quality of life and reduce healthcare costs. Such tertiary-
qualified exercise professionals with formal registration 
and accreditation are already established in other coun-
tries around the world. This includes Certified Exercise 
Physiologists in the USA, Biokineticists in South Africa 
and Certified Clinical Exercise Physiologists in Canada. 
In the Australian public and private healthcare systems, 
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recognised as allied health professionals with special-
ised education and training up to Masters level. AEPs 
specialise in the exercise testing, and the prescription 
and delivery of clinical exercise interventions for people 
with, or at high-risk of, chronic and complex medical 
conditions, injuries and disabilities. This Australian AEP 
model of qualification and professional recognition in 
the healthcare sector is widely regarded as the global 
gold-standard approach. 
AEPs have a scope of practice that is based on foun-
dational competency standards and evidence-based 
outcomes across a broad range of conditions.37 Core target 
pathologies for the AEP include, but are not limited to, 
cancer, cardiovascular, kidney, mental-illness, metabolic, 
musculoskeletal, neurological and neuromuscular, and 
respiratory/pulmonary diseases and conditions. AEPs 
conduct screening and assessments, and they apply inde-
pendent clinical and scientific reasoning to develop safe 
and effective interventions that target the specific needs 
of individuals with chronic disease. Interventions deliv-
ered by AEPs are evidence based, and include specific 
exercise prescriptions, health and PA education, and 
support for lifestyle modification and PA behavioural 
change. 
In Australia, there are currently ~6000 registered AEPs, 
working across healthcare systems including public and 
private hospitals, community-based primary care; occu-
pational rehabilitation, veterans and aged health, and 
private clinics. Like other recognised services provided 
by allied health professionals, AEP exercise services are 
claimable under compensable funded schemes including 
those supported by the government (eg, Medicare, 
Veterans’ support, National Disability Insurance and 
WorkCover) and private health insurance. AEPs can 
work independently, but often work as part of multi-
disciplinary teams that include primary and secondary 
care physicians, physiotherapists and other allied health 
professionals. 
Inclusion of AEPs in the Australian healthcare sector 
has conferred significant healthcare cost savings. 
Programmes involving AEPs that increase exercise are 
associated with annual well-being gains of US$7967 
and US$11847 per person with diabetes and CVD, 
respectively, with a benefit-cost ratio of 9:1 and 6:1.38 
Compelling data also exist for the cost effectiveness of 
exercise in the treatment of mental health, dementia and 
other common chronic diseases.38 No other intervention 
possesses comparable impacts, across such a broad range 
of chronic diseases, as those associated with individual-
ised exercise prescription delivered by AEPs. 
Exercise physiology is one of several self-regulated allied 
health professions in Australia, and Exercise and Sports 
Science Australia (ESSA) is the approved legislated regu-
lator and professional body. ESSA provides the scope of 
practice, professional and education standards. To gain 
accreditation, AEP’s must graduate from an accredited 
university programme that encompasses: (1) core exer-
cise science standards, including biomechanics, exercise 
physiology, motor control and learning, exercise and 
sport psychology, and exercise prescription and delivery; 
(2) clinical exercise physiology standards, including 
professional practice, screening and assessment, and 
implementation of exercise and health interventions, 
as well as pathology-specific standards across a range of 
health domains and (3) 500 hours of supervised profes-
sional practical experience, including at least 360 hours 
in a clinical setting. Accredited university programmes 
are typically structured as 4-year undergraduate bachelor 
degrees or master programmes (equivalent to 1.5 years) 
that are completed following a Bachelor degree in exer-
cise science. To remain accredited, which they need to 
do on a yearly basis, AEP’s are required to participate in 
ongoing annual professional development (points based 
system), ensure they have appropriate indemnity insur-
ance (personally or through an employer), meet the 
recency of practice requirements, and have up to date 
cardiopulmonary resuscitation certificates if required in 
their current role39 40 
As part of its regulatory role, university course accred-
itation is a core function of ESSA, which it delegates
to the ESSA Accreditation Council. The Accredita-
tion Council oversees accreditation policies and the
appointment of course accreditation reviewers. Accred-
itation reviewers include experienced academics and
accomplished practitioners, and they work in small
teams of three to four members when carrying out a
university programme review. Programmes may be
accredited in exercise science (BSc), clinical exercise
physiology (MSc) or both. In applying for accredi-
tation, university programmes are required to map
their curricula against the exercise science and clin-
ical exercise physiology standards,40 and in doing so
must demonstrate evidence of student attainment
of each standard through learning and assessment
activities. University programmes are also assessed on
their level of resourcing, including the number and
level of academic staff and their alignment with the
fundamental domains of exercise science, support
staff, facilities including laboratories and access to
equipment. As the practicum programme forms an
essential part of training and accreditation, univer-
sity programmes are also assessed on their capacity
to deliver supervised training opportunities that are
aligned with the scope of practice across a broad range
of professional placements. University programmes
must demonstrate that the practicum programme is
integrated into the programme curriculum, and that
processes are in place to support placement supervisors
and maintain the quality of the training and assess-
ment activities undertaken. The university programme
accreditation process is outlined in the accreditation
guide.41 
ESSA was founded in 1991 by a group of academics
from prominent Australian Universities who
recognised the potential of exercise to promote health.
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worked towards the common goal of securing recogni-
tion. Key elements were establishing (1) the scientific
evidence base; (2) an accreditation pathway; (3) profes-
sional development and (4) continued education. The
relevance and growth of exercise for health rapidly
accelerated after recognition in 2005 by the Minister of
Health in the Australian Federal Parliament that exer-
cise specialists should play an important role in the
public healthcare system of Australia (Medicare). This
‘Medicare Moment’ allowed trained and AEPs to join
the allied health workforce and to bill Medicare for
various services related to exercise testing and prescrip-
tion in specific patient groups. Consequently, AEPs in
Australia have become a vital professional ‘cog’ in the
delivery of effective interventions to promote healthy
ageing and as part of the prevention and management
of chronic and complex diseases. 
PROPOSED REGULATION FRAMEWORK FOR CLINICAL 
EXERCISE PHYSIOLOGISTS IN THE UK 
A key lesson learnt from ESSA and other international 
accrediting bodies is that for a clinical exercise physi-
ologist to be a recognised and accredited allied health 
professional in the UK it is vital to establish an appro-
priate and effective system for the registration, regulation 
and education of practitioners. We propose to draw on 
the knowledge and experience of (1) the Australian AEP 
model, (2) other UK models that have realigned registra-
tion and accreditation for allied healthcare professionals 
(eg, Academy of Health Care Scientists, AHCS) and (3) 
the Department of Health and Social Care and Profes-
sional Standards Authority (PSA) frameworks for how 
registered titles (ie, Clinical Exercise Physiologist) can 
become a recognised and accredited profession.42 43 We
propose three potential pathways that can be explored: 
(1) collaborate with an established regulator on the 
PSA register to facilitate accreditation and registration 
of ‘Clinical Exercise Physiology’ as a subtitle of a larger 
register42; (2) collaborate with an existing membership 
organisation/group of organisations to register a new 
‘Clinical Exercise Physiology’ title and work together 
on the accreditation and registration processes or (3) 
establish a new stand-alone organisation, akin to ESSA 
in Australia, who would be responsible for registering a 
new ‘Clinical Exercise Physiology’ title and regulating 
controlling accreditation and registration. In any of these 
pathways, the following needs be completed: 
Development of standards of competence and conduct 
that Clinical Exercise Physiology professionals must 
meet in order to be registered and practice. The devel-
opment and implementation of professional standards 
should include standards of conduct, performance and 
ethics, including core clinical skills such as communica-
tion and record keeping.43 Standards of proficiency in 
Clinical Exercise Physiology, established in accordance 
with a standards development framework to ensure 
they are evidence based, benchmarked against inter-
national standards (eg, ESSA and Amercian College of 
Sports Medicine), and aligned with the clinical needs of 
patients and practitioners. On achieving the standards 
of proficiency, individuals would be eligible to apply for 
accreditation, and their application assessed by approved 
reviewers (trained and accredited to predefined stan-
dards). The content of application should closely match 
the professional standards and should allow ‘equivalence’ 
accreditation in the interim period before accredited 
courses produce their first graduates. 
Assessment of the quality of education and training 
programmes to ensure they give Clinical Exercise Phys-
iology graduates the skills and knowledge to practice 
safely and competently. Such standards of education 
and training will define the base level qualification for 
registration. Standards for University qualifications 
should include; programme admission requirements, 
programme governance, staffing and resources, curricula 
design and content, practice-based learning and assess-
ment. A university programme accreditation framework 
should be developed based on current UK health service 
provision models with input on curriculum from the 
ESSA model. Accreditation review teams, comprised of 
experienced academics and practitioners, conduct site 
visits and assess university curricula and resources against 
the professional competency and education standards. 
Accreditation functions will include the approval of 
new programmes, the assessment of major programme 
changes, annual monitoring of programmes, and the 
management of complaints about programmes. 
Development of standards of continuing professional 
development to ensure registered Clinical Exercise 
Physiology professionals continue to learn and develop 
and maintain their skills and knowledge so as to prac-
tise safely and effectively. Professional development 
standards are important to ensure the integrity and 
adherence of ongoing continuing professional develop-
ment. It is essential that the ‘Clinical Exercise Physiology’ 
professional development framework mirrors and or is 
equivalent to other allied health professionals in the UK. 
Establishment of a public, searchable database of regis-
tered Clinical Exercise Physiology professionals. Using 
the standards of proficiency a title of ‘Clinical Exercise 
Physiologist’ will fulfil the PSA requirements for a volun-
tary register. The organisation that registers the title will 
administer the register of Clinical Exercise Physiology 
professionals and will have oversight of all registration 
applications, including reregistration applications, inter-
national applications and appeals. This organisation will 
also maintain a public, searchable database of those regis-
tered as Clinical Exercise Physiologists. 
Establishment of ‘Fitness to Practice’ processes to 
ensure registered Clinical Exercise Physiology profes-
sionals continue to meet the standards for training, 
professional skills, behaviour and health. Processes will 
be developed to manage allegations against registered 
Clinical Exercise Physiologists and allow for the collation 
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Table 1 Interim steering group established to provide leadership and momentum to bring together academics, health 
professionals, key stakeholders and organisations to work on the actions that will progress the registration of a ‘Clinical 
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Professor Greg Whyte, Liverpool John Moores University, 
Board Member UK Active 
Dr Keith Tolfrey, Loughborough University, Director 
International Confederation for Sport and Exercise Science 
Practice 
Professor Anna Campbell, Edinburgh Napier University, 
Director CanRehab 
Professor Helen Dawes, Oxford Brooks University, Director 
Centre for Movement and Occupational Rehabilitation 
Sciences 
Professor John Buckley, University Centre Shrewsbury, WHO 
Ischaemic Heart Disease and Rehabilitation 2030 Working 
Group Member 
Professor Sandy Jack, University of Southampton, Consultant 
Clinician Scientist, University Hospital Southampton NHS 
Foundation Trust 
June Davis, Allied Health Professionals Advisor, Macmillian 
Cancer Support 
Professor Helen Jones, Liverpool John Moores University Winthrop Professor Daniel Green, The University of Western 
Australia 
Dr Christopher Askew, University of the Sunshine Coast, 
Australia 
Past President and Inaugural Chair of Professional Standards 
Council, Exercise and Sport Science Australia 
Dr Andrew Scott, University of Portsmouth, Chair, British 
Association of Sport and Exercise Sciences (BASES) Clinical 
Exercise Science and Practice Interest Group 
Professor Keith George, Liverpool John Moores University 
Professor Dawn Skelton, Glasgow Caledonian University, 
Director Later life Training, Co-Chair British Geriatrics Society 
Rehabilitation Group 
Dr Gordon McGregor, University Hospitals Coventry and 
Warwickshire NHS Trust and University of Coventry 
Professor David Broom, University of Coventry, BASES board 
member and Division of Physical Activity for Health, Chair 
NHS, National Health Service. 
ROAD MAP TO ACTION 
We have established an interim steering group (table 1) 
to provide leadership and momentum to bring together 
academics, health professionals, key stakeholders and 
organisations to work on the actions that will progress 
the registration of a ‘Clinical Exercise Physiologist’ title. 
We believe that, for ‘Clinical Exercise Physiologist’ to be 
a registered, recognised and accredited profession in the 
UK, collaboration and communication between stake-
holders is an essential first step. 
We propose the interim steering group will engage
with (1) stakeholders relevant to Sport and Exercise
Science Graduates (~7500 per year), including, but
not limited to, the Universities, the British Association
for Sport and Exercise Sciences and the Physiolog-
ical Society (Physoc); (2) organisations that currently
provide training and vocational qualifications for clin-
ical exercise provision including, but not limited to,
BACPR, CanRehab, Later Life Training, Macmillan
Cancer Support and low risk long-term conditions
(CIMPSA); (3) the PSA and statutory regulators (eg,
Health Care Professionals Council registered physio-
therapists) or voluntary register holders (eg, AHCS);
(4) NHS, other allied health professionals, medical
societies and royal colleges (eg, Royal College of Anaes-
thetists), (5) other parties who express an interest in
the agenda including other collaborative allied health
professional (eg, Chartered Society of Physiotherapy)
and medical organisations (eg, British Association of
Sport and Exercise Medicine). 
In working towards the outlined framework the steering 
group will work on the following actions 
1. Consultation: Approach other organisations on the 
PSA register for insight into the process and potential 
for combining resources. 
2. Consultation: Explore how to engage with local and 
national government and NHS to advocate Clinical 
Exercise Physiologist role in the healthcare system in-
cluding as placements for training and accreditation 
purposes. 
3. Professional standards: Draft the standards of profi-
ciency for consultation. 
4. Professional standards: Engage other health profes-
sionals (eg, Sport and Exercise Medicine consultants, 
GPs, physiotherapist, commissioners) on the draft 
standards and clinical care pathway. 
5. Education and accreditation: Bring together Univer-
sities to discuss potential degree course content and 
agree on an accreditation process and framework. 
6. Regulatory body: Establish the regulator including 
register holder, accreditation body and professional 
development system and register the title. 
7. Establish the council that leads and potentially gov-
erns the regulatory body that takes over from the in-
terim steering group. 





















   
   
      
      
  






   













   
















CALL TO ACTION REFERENCES 
This charter presents a vision and a roadmap to establish, 
promote and regulate career paths for UK Clinical Exer-
cise Physiologists. 
We call on government and interested stakeholders to 
support the establishment of ‘Clinical Exercise Physiolo-
gists’ and engage with the interim steering group. 
We call on university leaders and interested stake-
holders to engage with the steering group and support 
the establishment of an independent body that can 
develop and administer an appropriate accreditation 
platform for UK Clinical Exercise Physiologists. 
We call on the NHS and healthcare leaders to support 
this initiative by contributing to professional develop-
ment, advocacy with politicians and other stakeholders 
and by employing appropriately accredited and regu-
lated Clinical Exercise Physiologists. 
We hope that this charter and roadmap will inspire 
healthcare leaders in other countries around the world 
to advocate for the inclusion of highly qualified exercise 
health professionals in healthcare systems. 
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